SUMMARY
INTRODUCTION
Pulmonary metastasis of extrapulmonary malignancies are frequent however pure endobronchial metastasis (EBM) were rarely reported. The prevalence of EBM originating from extrathoracic neoplasms is variable, ranging from 2 to 28% of all pulmonary metastasis (1, 2) . A variety of extrathoracic tumors has a tendency to EBM; especially breast, colon, and renal carcinomas are most frequent reported tumors (1, 3, 4) . EBM of germ cell tumors are extremely rare but mediastinal nodal enlargements due to testicular seminomas are frequent (5).
Case 1
A 39-year-old male patient referred to our clinic with a history of hemoptysis and dyspnea which persisted for two weeks. The only remarkable finding in his medical records was left orchiectomy which performed two years ago and pathologic examination revealed a mixed germ cell tumor. He was a smoker with a history of 30 pack-years. His physical examination was normal. Routine laboratory tests erythrocyte sedimentation rate was 120 mm/h. Chest X-Ray was consistent with right upper lobe atelectasis ( Figure 1a ). Thorax computerized tomography (CT) showed a mass lesion localized in right hilum (10 x 8 x 7 cm). Positron emission tomography (PET-CT) revealed multiple mediastinal lymph nodes uptakes. Fiberoptic bronchoscopy (FOB) performed and a vascularized endobronchial lesion which tended to bleed was seen in the orifis of right upper lobe (Figure 1b ).
Case 2
A 27-year-old male patient admitted to our emergency clinic with hemoptysis and dyspnea. He had a history of left orchiectomy due to mixed germ cell tumor one year ago. Chest X-Ray was consistent with right total atelectasis. Thorax CT revealed a large mass lesion involved to right main bronchus and lesion had indistinguishable boundaries to a consolidation area. In addition to mass lesion and consolidation, there was a volume loss in right lung ( Figure 2a ). FOB performed and revealed that right main bronchus was totally obstructed by endobronchial lesion (EBL). The distal end of trachea, main carina was infiltrated and the entry of left main bronchus was narrowed about 50% (Figure 2b ). There was a major risk of bleeding and asphyxia so biopsy did not performed by FOB. Interventional bronchoscopy was performed via rigid bronchoscopy for biopsy and palliative treatment in both two patients. A partial aperture was achieved at right upper lobe bronchus in the first case and total atelectasis resolved in the the second case by interventional bronchoscopic approach. (Figure 3a and b). Histopathological examinations of both patients bronchus biopsies confirmed EBM of mixed germ cell tumors and immunohistochemical staining was strongly positive for PLAP and focal positive for PAS.
Patients were referred to medical oncology department for further treatments.
DISCUSSION
Lung metastases from extrapulmonary primary malignancies are common however endobronchial metastases from nonpulmonary neoplasms are rare. A variety of primary tumors have been associated with EBM, predominantly breast, colon, and renal carcinomas (1, 3) . EBM from testicular seminomas is extremely rare. The majority of testicular tumors originate from the main cell type of testicular germ cells. Germ cell tumors are frequently composed by multiple cell types, therefore they are called mixed type tumors and most commonly embryonic carcinoma (50%) and seminoma (30-40%) were reported. Only a few reports of primary testicular seminoma causing EBM have been published (5-7).
Extrapulmonary malignancies involve lungs by different routes (7, 8) . Direct lymphatic spread, secondary invasion from a parenchymal or mediastinal lesion, transbronchial aspiration or direct invasion are possible routes (8) . The most common metastatic spread of testicular tumors occurs via lymphatic system to the retroperitoneal lymph nodes and also spread via blood usually to the lung, liver, brain and bone. Pulmonary metastases are observed in approximately 15% of patients with testicular seminoma (7).
The most common symptoms are cough and hemoptysis with dyspnea and wheezing which presents less often in EBM, similar to primary bronchogenic carcinoma. However, some patients are asymptomatic (3, 4) . In our cases the only symptoms on admission were hemoptysis and dyspnea.
Radiologic findings in patients with EBMs are quite variable. Evidence of atelectasis and multiple pulmonary nodules, hilar masses, mediastinal lymphadenopathy, or normal chest radiographic findings may present.
Mediastinal nodal enlargement is the most common intrathoracic manifestation of metastatic testicular seminoma. As a conclusion, it is difficult to differentiate between diagnoses of primary lung carcinoma and EBM on the basis of the symptoms and radiographic findings alone. As in our patients, histopathological examination and immunohistochemical staining should be performed for definitive diagnosis of metastatic testicular tumors. The most reliable methods should be used for the diagnosis of EBM considering possible complications such as bleeding so interventional bronchoscopic techniques can be preferred like we did in our patients.
Interval between diagnosis of the primary tumor and the EBM is generally long, ranges from 0 to 65 months (9) . Survival is variable according to the primary tumor, but prognosis is generally poor. However, 5-year survival in metastatic testicular carcinoma is approximately 82% in patients with only lung or lymph node involvement (10).
In conclusion, EBM of the germ cell tumors especially with total or partial atelectasis are extremely rare. We want to present these cases to emphasize the importance of distinguishing EBM from primary lung carcinoma which treatment and survival could be different. 
